Mr. Buxton, in reply, said that decision would be reached in due course as to which operation was suitable for which condition. Since he had been doing this work he had removed femoral heads and he had done McMurray's osteotomy. Like the French surgeons, he felt his way as to what to do with the acetabulum. If there was soft tissue that should be removed, but he did not intend to remove all the articular cartilage from every acetabulum, though if it-was worn and irregular obviously it had to be smoothed. They did not know yet whether to do half the acetabulum or two-thirds or whether it might be advisable in the long run to do the whole lot. He believed the important fixation of the prothesis was the collar round the neck and that the stem probably played a very small part. He knew that the stem was liable to fracture, but this did not mean that it was holding the burden.
Rachitic Deformities.-J. G. TAYLOR, F.R.C.S. C. B., aged 11 years. She was well until the age of 5 years, when she became lame with a painful hip; subsequently deformities developed at both knees and both ankles, and recently a deformity appeared at the left wrist. She had various orthopaedic treatments including supracondylar and tibial osteotomies. There is no record of previous biochemical investigation. Her general health has been good apart from the deformities. Her home was on a farm in Ireland and it is believed she always had a good diet. Her parents and two sisters are alive and well.
On admission to hospital in July 1950 she presented multiple severe rachitic deformities ( Fig. 1 ) and marked dental caries. She was otherwise of healthy appearance. Radiographs confirmed the nature of the deformities and showed active rickets at the wrists (Figs. 4 and 2) and the changes in the skull seen in Fig Progress.-She has been on a normal hospital diet from July 1950, with no extra vitamins other than those in 2 teaspoons of cod-liver oil and malt daily. Serial estimations of serum calcium and inorganic phosphorus showed rising values to 9 4 and 5 6 mg.°/ respectively on 23.10.50. Alkaline phosphatase remained high. Over two four-day periods in September 1950 she was in positive calcium and phosphorus balance. Radiographs of the wrist on 1.11.50 (Fig. 3) showed healing as compared with that of 23.6.50 (Fig. 2) . Since the case was demonstrated on 7.11.50, urinary amino acids showed an abnormally high value on two occasions (20 mg. N and 17 mg. N per 100 ml.) whereas they were previously normal.
The pathology is obscure. Is this a case of Fanconi type without glycosuria in a phase of remission?
Dr. Harwood Stevenson said that:
It was sometimes difficult to fit these cases with certainty into a diagnostic classification. Dr. Taylor's case illustrated this: One point was as to whether there was steatorrheea. The child had remitted without any treatment other than the amounts of vitamin D given in cod-liver oil.
Therefore this was a case either of ordinary rickets (which was unlikely) or steatorrhcea with rickets or remitted Group 1 type of tubular deficiency, i.e. congenital low phosphate tubular threshold. Steatorrhtea did not need to have frank diarrheea or foul stools, and remissions did occur. He mentioned steatorrheea principally because the congenital tubular resorption conditions were not, as a rule, capable of remission on their own so far as he knew. It would be useful to wait until she had entered again into the rickets stage, if she ever did, on normal diet, and then check her phosphate balance when she had active rickets. The diagnosis seemed to lie between ordinary vitamin-D-lack rickets (which one could rule out on the basis of dietetic history and the unique position in an otherwise healthy family), steatorrheea (here the fat balance would help) and a remitted Group 1 type of tubular deficiency (here a phosphate balance would be helpful if taken during a rachitic recurrence).
The raised amino-aciduria noted since the demonstration of the case increases the likelihood of the child having congenital renal tubular threshold abnormalities; "Fanconi's disease" is one of this group. At 18 months of age she was first noticed to be bandy-legged; she began to walk at 2 years. From 6 years old treated with massive doses of calciferol (up to 500,000 units daily) at various centres, over a period of three years. Difficult to control rickets by therapy without causing toxic symptoms. From 1946 she had only cod-liver oil and malt. Knockknee deformity and fatigue on walking were apparent.
She first attended the London Hospital with knock-knees in May 1948, and was found to have extensive rachitic deformities (Fig. IA) ; rickets was shown to be active on radio-
